Myocardial infarction 


Pt presents to the ward with signs and symptoms of myocardial infarction. What 
do we do? 


@ Take a quick history 
@ Examine the pt 
o Pulse 
o BP in both arms 
o Signs of CCF 
m Raised JVP 
o Chest signs of previous surgery 
o Auscultating the pt for murmurs 


@ 12 lead ECG 
o Looking for signs of MI 
m ST segment - elevation means acute MI and Prinzmetal 
angina 
m ST segment - flat or depressed means ischemia and not 
infarction, an acute coronary syndrome a non-STEMI 
m No change to the ST segment - presence of cardiac enzymes 
will confirm the diagnosis 
o Pathological Q waves 
m Q waves are deep and wide. A deep Q wave more than 2cm 
would indicate acute MI 
m Wide QRS complex (normal QRS complex 0.2 secs which is 3 
small blocks) - consider a bundle branch block 
o T Wave 
m Inversion indicates branch block 
m Depends on which lead you are seeing the inversion of the T 
wave 
m If T wave is inverted in leads V1,V2,V3 - problem on the right, 
pt probably has right bundle branch block indicating RV 
hypertrophy. Or for example if you are suspecting that the pt 
has a right ventricular strain that is secondary to pulmonary 
embolism 
m If the T wave is inverted from L2-L5 - problem is anteriorly. 
Anterior ischemia or SAH. 
m If T wave is inverted from L4-L6 and AVL (common) - problem 
on the left side. Left bundle branch block or LV hypertrophy. 
m Pts with a STEMI often present with a left bundle branch 
block. 
m If T wave is inverted in L1, L2 and AVF - means that it is an 
inferior ischemia 
o PR interval 
m Indicates bundle branch blocks 
= Normal PR interval is 0.12 sec to 0.2 sec that means 3-5 
small blocks 
m If the interval is prolonged by the same amt each time - first 
degree heart block 


m If the interval is prolonged and a sudden drop in QRS 
complex - secondary heart block (Mobitz 1) 
m If the interval is increasingly prolonged each time - 
secondary heart block (Mobitz 2) 
m If you have random P waves and QRS complexes that don’t 
correspond with each other - third degree heart block 
o P wave 
m Indicates atrial depolarization and sinus rhythm 
m Bifid P wave - P mitrale (mitral stenosis) means the pt has left 
atrial enlargement, making them highly predisposed to 
developing fibrillations. Pt could fibrillate and develop a mural 
thrombus which could embolize and cause stroke 
m Peaked/tall P waves - P pulmonale which indicated right atrial 
enlargement 
o Looking for a bundle branch block 


Bloods via IV access 
o FBC 
U&E 
Troponin T 
Troponin | 
Glucose 
o Lipids 
Chest x-ray 
Echo 
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Management 
o 300mg aspirin orally - antiplatelet therapy 
o Morphine for pain (5-10mg IV) 
o Antiemetic (metoclopramide 10mg IV) - sweating, vomiting, nausea 


Is the pt having difficulty breathing? 
Is the pt in LV failure? 
Look at the oxygen stats 

o Less than 95% - acute LV failure, need to give supplemental oxygen 
TnT - do you give the pt? 

o Not given in acute setting for pts who have a STEMI 

o Given in a Non-STEMI 
If the pt is dehydrated and oliguria and blood volume is low - need to give 
fluid resuscitation 

o If the pt has a STEMI, don’t give nitrates or diuretics 
Beta-blockers are contraindicated in pts with cardiac shock, heart failure, 
asthma, COPD 
All Non-STEMI pts should be receiving an ACE inhibitor and beta-blocker 
(bisoprolol, carvedilol) unless contraindicated 


Long term management: 
o Evaluate pts risk factors 
o Want to be on dual antiplatelet therapy - aspirin and clopidogrel 
o If the pt is hypertensive - put on an ACE inhibitor 


o If the pt has hyperlipidemia - give a statin 


@ Acute management 
o Need to consider reperfusion - PCI (done if pt presents within 12hrs 
of onset of symptoms) 
o If the pt presents after 12hrs - go with thrombolysis (fonda or 
unfractionated heparin) 
m Won't thrombolysis the pt if they are only presenting with ST 
elevation 


